[Differential Count.-Polymorphonuclears, 69 5 per cent.; small lymphocytes, 20 per cent.; large lymphocytes, 4 7 per cent.: eosinophils, 4 3 per cent.; hyalines, 1 per cent.; basophils, 0 5 per cent.] Examination under lipiodol and X-rays showed open bronchus to lower, lobe; no indication of bronchi in tumour area. Trachea displaced slightly to left.
Needling of second right interspace, in nipple line to depth of one and a half to two inches, revealed some resistance on passing through pleura or capsule. Deeper penetration was apparently into soft tissue. Blood-stained fluid contained blood corpuscles only.
The maintenance of good health during the last twelve months and the apparent stationary character of the swelling for the last six months, combined with the maintenance of weight, militate against a diagnosis of sarcoma.
Di8cassion.-Dr. BERNARD SCHLESINGER said that early in the year he had shown a case of which Dr. Pritchard's case reminded him strikingly. The child was of about the same age and had similar signs in the chest, although there had never been anything abnormal visible in the neck. The X-ray appearances of the lungs were almost identical with those seen in Dr. Pritchard's skiagram. A diagnosis of mediastinal dermoid had been made, and needling of the tumour had only produced blood, as in this case. In most instances the dermoid arose from the mediastinum and not in the lung itself, and this might account for the lymphatic and venous obstruction of the arm and neck, and might easily have caused stridor by pressure on the trachea. The signs in the lung in this case-a resonant percussion note and good air entry at the base, with distant tubular breath-sounds and dullness over the upper part of the right side of the chest-were more compatible with collapse of part of the lung from pressure, than with disease of the lung substance. A lung lesion of such long duration would almost certainly have resulted in more distinctive symptoms than this patient complained of. Confirmatory evidence of the actual site of the tumour might possibly be obtained by X-ray examination after the establishment of a partial pneumothorax on the affected side. If the tumour were in the lung it would tend to collapse with the lung, or prevent the lung from collapsing. If on the other hand it were outside the lung, the tumour would stand out in greater contrast after complete collapse of the lung by pneumothorax. This method had been attempted in his case, but, owing to pleural adhesions, a successful pneumothorax had not been obtained. Nevertheless it might be worth trying in this case in order to establish the diagnosis definitely. He did not advise operative treatment here because of the fatalities that had almost invariably attended surgical interference in the past.
Professor F. LANGMEAD suggested that it would be well to explore this child's chest by an open operation. He supposed that by the term " dermoid " a teratoma was meant. He agreed that this was the probable diagnosis and that so well-defined and dense an outline in the radiogram made sarcoma most unlikely. He saw no means other than by open exploration of establishing the diagnosis, and assessing the prospects of treatment by removal or otherwise.
Dr. F. J. POYNTON (President) referred to the case of an infant aged four months, whom Dr. Eric Lloyd had asked him to see. The child had dyspncea, and there was dullness across the front of the chest, and the appearance in a skiagram was rather like that of a pericarditis the wrong way up. He had found a fluid thrill going from one side to the other, and had advised chest aspiration. A clear fluid had come at first and had continued to do so for some time; at last a milky fluid had been obtained. A sure diagnosis could not be made, and several times operation was discussed. Eventually the child died, and a specimen from the case was now in the Royal College of Surgeons' Museum. It showed a teratoma in relation to the mediastinum. In that instance an operation would have proved fatal. He (Dr. Poynton) was not, however, applying the lesson in the present instance, but referred to the case in connexion with the suggestion of teratoma.
Muscular Hypotonia with Hypoglycamia.-C. WORSTER-DROUGHT, M.D. J. P., male, aged 8 years, brought to hospital because he was unable to balance himself properly, and was backward at school.
History.-The patient was an eight months' child, labour having been induced because of a contracted pelvis. He weighed 7 lb., but was very fragile at birth; did Proceedings of the Royal Society of Medicine 8 not sit up until twelve months old; walked at three years, and first talked at that age. Had control of the bladder at usual time. He made slow progress at walking and talking between ages of 3 and 4, then progressed more quickly. When aged 7 went to school, but made slow progress. When writing, he can form letters and figures, " but does not seem to have sufficient control of his hand to keep them even." He tries to play games, but cannot catch a ball. His walking has never been perfect; he walks slowly and loses balance easily, and has had several bad falls. He can run, but has a peculiar gait when he does so.
Previous Health.-He had whooping-cough at 2 years; one " fit" at 3 years at beginning of measles; fracture of right leg due to losing balance at age of 7 years. Family History.-No history of similar condition in family. Sister aged 13 years whose left upper eyelid droops.
Condition on Examination.-He is somewhat dull mentally and fails to obey commands for more than a few seconds. Pupils equal and react normally. Speech indistinct, with slight explosive quality and some slurring of words. Muscles of face are hypotonic. Other cranial nerves normal.
Upper limbs: Both arms very thin motor power poor, but greater on right side than left; muscle tone much decreased; tendon reflexes present and equal. Lower limbs: Motor power poor, but greater on right side than left; muscle tone much decreased: knee and ankle jerks brisk and equal; no ankle clonus; plantar reflexes flexor. Abdominal reflexes present and equal. Gait: Walks slowly and carefully with knees slightly bent, on a broad base and with movements imperfectly controlled; movements of left leg are guarded, left arm held close to the side and the right swings a little. Co-ordination The finger-nose test is performed fairly well, somewhat better on the right side than on the left. Sensation normal.
Pulse, 96; blood-pressure, 80 systolic, 55 diastolic. General pallor of whole body. All the other systems are normal.
Skiagram of skull reveals nothing abnormal. Cerebro-spinal fluid normal. Wassermann reaction in both cerebro-spinal fluid and blood is negative. Sugar tolerance test: Following the administration of 25 grm. of glucose, the blood-sugar rose from 0 * 078 per cent. (resting) to 0 -180 per cent. in half an hour, fell to 0 * 100 per cent. in one hour, to 0 * 060 per cent. in one and a half hours, and to 0-062 per cent. in two hours. At the end of two hours there was a trace of sugar in the urine. The case is an example of pronounced muscular hypotonia of congenital origin in association with a low " leak point" for sugar. Clinically, the only distinguishing feature between such a degree of hypotonia and amyotonia congenita (Oppenheim's disease) appears to be that in the latter condition the deep reflexes are absent.
On the other hand, I have recently seen two cases precisely similar to the child shown: in one of these the deep reflexes were actually absent and she showed the same degree of hypoglyeamia, with low " leak point." It would be interesting to know: (1) if such muscular hypotonia is constantly associated with a low " leak point" for sugar, and (2) if cases of true amyotonia congenita show a similar bloodsugar curve.
It might be suggested that the case shown is one of cerebral diplegia of a statichypotonic type. Against this is the fact that muscular hypotonia is the main feature, while the degree of incoordination is small and quite sufficiently accounted for by the hypotonia.
Dr. ERIc PRITCHARD referred to two recent cases of marked hypotonia, in infants, in which the sugar curve had been taken, and in both it had corresponded more or less with that in this case; rather a rapid rise after the administration of sugar, and a fairly rapid fall to below the normal line, which persisted during period of observation. In the second case it was not recognized that it might be one of amyotonia until this curve was obtained. 
